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ABSTRACT
Background: Despite evidence to support the effectiveness of psychoeducation for people experienc-
ing mental health difficulties and their families, understanding issues around the implementation of
such programmes is limited.
Aim: The aim of this scoping review was to synthesise the peer-reviewed literature on barriers and
enablers influencing the implementation of group psychoeducation in adult mental health services.
Methods: Using a pre-defined search strategy and PRISMA guidelines, four databases were systematic-
ally searched. Two reviewers independently screened and applied exclusion/inclusion criteria.
Qualitative, quantitative, and mixed-methods studies were included if they provided empirical evi-
dence on the barriers and enablers. Three reviewers independently extracted data. Following this, data
were analysed using a five-level implementation framework.
Results: Eight articles met the inclusion criteria. Barriers to implementation were identified at all five
levels of the framework: participant; practitioner; intervention; organisational; and structural level.
Enablers to implementation were evident at four levels: participant; provider; intervention; and organ-
isational level.
Conclusions: The findings of the review provide preliminary information on factors that impact imple-
mentation. However, large-scale studies informed by implementation theories are required. In addition,
other studies are needed to address the potential impact of different models of intervention and
explore strategies to minimize obstacles and support sustainability.
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Introduction
Internationally, a policy mandated shift is occurring in men-
tal health services towards the adoption of recovery-oriented
care (WHO, 2013). The concept of recovery refers to a phil-
osophy and approach that promotes an individual’s personal
resourcefulness, autonomy, positive sense of self, and belief
in one’s ability to live a meaningful life (Bennetts, Pinches,
Paluch, & Fossey, 2013; Gordon & Ellis, 2013; McCabe,
Whittington, Cramond, & Perkins, 2018; O’Hagan, 2012).
The “recovery orientation” of services refers to the extent to
which mental health staff and services attempt to facilitate
or promote this philosophy of recovery. It also encompasses
the different aspects of service delivery and practices that
are believed to support recovery, including partnership, co-
production and shared decision making (Williams et al.,
2012). A plethora of interventions, initiatives and service re-
configurations (Slade, 2013; Slade, Adams, & O’Hagan,
2012; Slade et al., 2014) has consequently emerged, all aim-
ing to fulfil the fundamental principles underpinning recov-
ery. In moving towards recovery oriented mental health
spaces, psychoeducation has emerged as one of the most
commonly used psychosocial interventions (Mirsepassi,
Tabatabaee, Sharifi, & Mottaghipour, 2018).
Psychoeducation modalities range from individual and
group models which are clinician or peer-led, to more
recently, co-facilitated models (Tsiouri, Gena, Economou,
Bonotis, & Mouzas, 2015). They also vary in duration (brief
vs. long) and format (online and face-to-face). In addition,
variance exists in the diagnostic focus of psychoeducation,
with some modalities focusing on a homogenous diagnosis
and others encompassing heterogeneous diagnoses (Tsiouri
et al., 2015). Across these varying modalities common objec-
tives permeate: to increase service users’ and/or their fami-
lies’ knowledge and understanding of specific mental health
problems, to enhance their understanding of the available
treatments; and to enhance their capacity to cope through
the development of skills and the establishment of peer net-
works (Brady, Kangas, & McGill, 2017).
An extensive research base supports the efficacy of psy-
choeducation for both service users and family members
(Bond & Anderson, 2015; Castle et al., 2010; Colom et al.,
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2009; de Barros Pellegrinelli et al., 2013; Higgins et al., 2017;
Michalak, Yatham, Wan, & Lam, 2005). Psychoeducation
delivered to service users has been shown to reduce their
rate of relapse and rehospitalisation, especially if provided
during an early phase of the mental health problem
(Lucksted, McFarlane, Downing, & Dixon, 2012; NICE,
2014; Stuart & Schlosser, 2009; Vieta, 2005; Xia, Merinder,
& Belgamwar, 2011; Yesufu-Udechuku et al., 2015), and
improve outpatient attendance and psychosocial functioning
(Colom et al., 2003; Hunt, Siegfried, Morley, Sitharthan, &
Cleary, 2014; Pharoah, 2010; Tungpunkom & Nicol, 2008;
Xia et al., 2011; Zhao, Sampson, Xia, & Jayaram, 2015).
Aside from demonstrating its effectiveness on clinical out-
comes, positive personal recovery outcomes have also been
attributed to psychoeducation. These include increased
hopefulness (Pickett et al., 2010), increased awareness of
early warning signs and symptom triggers (Druss et al.,
2010) and improved self-advocacy, empowerment and
recovery (Barber, Rosenheck, Armstrong, & Resnick, 2008;
Bradley et al., 2006; Resnick & Rosenheck, 2008).
Similarly, research evidence demonstrates the potential of
psychoeducation programmes delivered to family members,
to improve clinical outcomes for their relative experiencing
mental health difficulties (Henken, Huibers, Churchill,
Restifo, & Roelofs, 2007; Jewell, Downing, & McFarlane,
2009; Lucksted et al., 2012; McFarlane, Dixon, Lukens, &
Lucksted, 2003). A number of clinical trials (Bradley et al.,
2006; Carra, Montomoli, Clerici, & Cazzullo, 2007; Kulhara,
Chakrabarti, Avasthi, Sharma, & Sharma, 2009; Magliano,
Fiorillo, Malangone, De Rosa, Maj, Group, et al., 2006) and
systematic reviews (Baucom, Shoham, Mueser, Daiuto, &
Stickle, 1998; Jewell et al., 2009; Murray-Swank & Dixon,
2004; Rummel-Kluge & Kissling, 2008; Taylor et al., 2009)
have demonstrated how family psychoeducation can
improve clinical outcomes for people experiencing schizo-
phrenia and bipolar disorders, including reductions in
symptomatic relapse and rehospitalisation. The outcomes of
family psychoeducation are, however, not limited to service
users’ clinical outcomes. The inter-related nature of service
user and family well-being is increasingly recognised.
Consequently, there has been increased focus on the impact
of psychoeducation on carer/family well-being (Lucksted
et al., 2012). A systematic review by Sin, Henderson,
Pinfold, and Norman (2013) of psychoeducational interven-
tions for family members of people given a diagnosis of
schizophrenia, indicates that family psychoeducation
reduced carers’ global morbidities, perceived burden and
negative caregiving experiences, including expressed emo-
tion. Similarly, positive outcomes have been found in rela-
tion to caregiver satisfaction, coping capacity and problem
solving, as well as increased knowledge of mental illness, the
mental health system and self-care (Dixon et al., 2004;
Duckworth & Halpern, 2014; Pickett-Schenk, Lippincott,
Bennett, & Steigman, 2008; Pickett-Schenk et al., 2006).
Despite the widespread recognition of its effectiveness,
studies and reviews indicate that the successful implementa-
tion of psychoeducational interventions for individual fami-
lies or service users has been limited and difficult to sustain.
This is reportedly due to multifaceted barriers at organisa-
tional, provider and service user levels (Brooke-Sumner
et al., 2015; Caqueo-Urızar, Rus-Calafell, Urzua, Escudero,
& Gutierrez-Maldonado, 2015; Chakrabarti, 2011; Cohen
et al., 2008; Dixon et al., 2001; Eassom, Giacco, Dirik, &
Priebe, 2014; Fadden, 1997; Glynn, Cohen, Dixon, & Niv,
2005; Ince, Haddock, & Tai, 2016; Magliano, Fiorillo,
Malangone, De Rosa, & Maj, 2006). This paper reports the
findings of a review into the barriers and enablers influenc-
ing the implementation of group psychoeducation in mental
health services. The review was conducted to inform the
design and data collection of a research study into factors
influencing the implementation of group psychoeducation
for people experiencing mental health difficulties and their
families.
Methods
The chosen methodological approach follows recommenda-
tions by Arksey and O’Malley (2005) and matches the third
and fourth type of review identified in their typology of
scoping reviews, in that, it aims to summarise findings as
well as to identify gaps in the research literature. With the
assistance of a Librarian, initial scoping searches using the
database thesauri were run in Medline (EBSCO) (1965-),
Embase (1990-), CINAHL Complete (1937-) and PsycINFO
(1990-). These searches provided a list of synonyms using
MeSH terms and CINAHL subject headings and PsycINFO
descriptors and Emtree headings. This database spectrum
ensured wide coverage of the literature ranging from journal
articles to conference proceedings and monographs.
This was then followed by an analysis of the keywords,
specifically words contained in the title and abstract and of
the index terms used to describe the articles retrieved during
the search. A double strand search strategy was applied run-
ning the thesauri terms first and then keywords. These two
searches were then combined using the “OR” operator. This
method was repeated for each concept and at the end the
different concepts were combined together using “AND”.
This strategy was initially created within Medline and
then adapted for all other databases searched using key-
words and database-specific subject headings, where applic-
able. Table 1 illustrates an exemplar of the search string
utilized for one of the databases. No date restriction was
applied and the search was completed in 2018.
A grey literature search encompassed an online search of
research repositories and databases: Cochrane Library
(http://www.cochranelibrary.com/); Open Grey (http://open-
grey.eu/); Joanna Briggs Institute (JBI) Library of Systematic
Reviews (http://joannabriggs.org); Organisation for
Economic Co-operation and Development (OECD) (http://
www.oecd.org/); and Lenus – the Irish Health Repository
(http://www.lenus.ie/hse/). In addition to searching the ref-
erence lists of the most relevant articles, a review of web-
based resources of international organisations involved in
mental health, such as MIND (www.mind.org.uk) and
Mental Health Foundation (http://www.mentalhealth.org.uk)
was also conducted.
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Screening articles for inclusion
The Covidence software package (www.covidence.org/) was
used to manage the screening and selection process. To be
included in this review, studies had to: (a) be empirically
researched; (b) focus on psychoeducation for adults (>18)
with mental health problems and/or their families; (c) be
conducted in a group format in the mental health services;
(d) be in English; (e) provide evidence on barriers and ena-
blers to the implementation and sustainability of the educa-
tional initiatives; and/or (f) provide information on the
strategies for overcoming such barriers. Studies not meeting
these criteria were excluded.
A two-stage screening process was employed to assess the
relevance of research studies identified. Firstly, the titles and
abstracts for 9129 records were independently assessed by
two reviewers and inclusion and exclusion criteria applied.
Any discrepancies were resolved by involvement and discus-
sion with a third reviewer. The title and abstract screen
eliminated 8969 records, leaving 160 articles for full review.
For stage two, two reviewers each noting their reasons for a
paper’s exclusion, independently screened 160 full-text
articles and a third reviewer resolved any conflicts. Two
authors were contacted to secure further information about
the format and target audience of the psychoeducation
described in their articles. These papers were subsequently
excluded on receipt of that information. In total, eight
papers were included in the review. Figure 1 provides a vis-
ual representation of the review’s methodological process,
which followed the PRISMA framework and includes rea-
sons why 152 of the 160 articles were excluded. The review
protocol was not published on Prospero.
Data extraction and analysis
To assist with data extraction, a data extraction template
was developed and piloted. Data extracted included the
study design, participants’ profile, study setting, intervention
design, barriers to implementation, enablers to implementa-
tion and strategies to support implementation. Three
reviewers independently extracted data, which were then
cross-checked. Inconsistencies were discussed and agreement
reached. Once the data were extracted, a two-stage process
of analysis was performed. First findings from each paper
were coded, compared and grouped into barriers and ena-
blers. Following this, using Chaudoir, Dugan, and Barr’s
(2013) framework as a template for analysis, the barriers
and enablers were recoded and ordered (Chaudoir et al.,
2013). Chaudoir et al. (2013) framework was selected as it
provided a useful way of comparing commonalities and dif-
ferences across studies that were heterogeneous. In addition,
by conceptualising barriers and enablers at five levels, it
facilitated the researcher to identify if there were gaps in
knowledge in relation to the barriers and enablers. The five
levels of the framework are the participant level (patient/
family health related beliefs, motivation, personality traits,
health literacy); the provider level (knowledge and beliefs
about intervention, self-efficacy and readiness); the interven-
tion or innovation level (components, degree of adaptability
permitted, strength of evidence, degree of planning, engag-
ing people); the organisational/inner level (cultural, leader-
ship, organisational capacity); and the structural level
(economic, political, policy, social and infrastructural con-
text). In completing this aspect of the analysis, the reviewers
were aware that the boundaries between levels are not fixed
Table 1. Medline search strategy and results.
# Query Limiters/Expanders Results
S9 S1 AND S6 AND S7 Narrow by Subject Age: – all adult:
19þ years Search modes –
Boolean/Phrase
2613
S8 S1 AND S6 AND S7 Search modes – Boolean/Phrase 5522
S7 S3 OR S5 Search modes – Boolean/Phrase 1,135,724
S6 S2 OR S4 Search modes – Boolean/Phrase 157,231
S5 (MH "Mental Disordersþ") Search modes – Boolean/Phrase 1,106,707
S4 (MH "Education") OR (MH "Program Evaluationþ") Search modes – Boolean/Phrase 85,924
S3 TI (“mental disorder” OR “mental disease” OR “mentally ill” OR “mental illness” OR
“psychiatric disorder” OR “mental distress”) OR AB (“mental disorder” OR “mental
disease” OR “mentally ill” OR “mental illness” OR “psychiatric disorder” OR “mental
distress”)
Search modes – Boolean/Phrase 94,723
S2 TI (Workshop OR “Training Program” OR “Educational Activit” OR ” OR “face to face” OR
“group session” OR “peer support” OR “group intervention” OR psychoeducation OR
psycho-education OR “peer to peer” OR “programme development” OR education OR
instruction OR teaching OR “program evaluation”) OR AB (Workshop OR “Training
Program” OR “Educational Activit” OR ” OR “face to face” OR “group session” OR “peer
support” OR “group intervention” OR psychoeducation OR psycho-education OR “peer
to peer” OR “programme development” OR education OR instruction OR teaching OR
“program evaluation”)
Search modes – Boolean/Phrase 79,938
S1 TI (Barrier OR inhibitor OR obstacle OR hinder OR challeng OR limit OR impediment
OR difficult OR Enabl OR facilitat OR implement OR engag OR catalyst OR
sustainab OR predict OR “translation” OR “diffusion” OR “dissemination” OR “de-
adoption” OR “discontinuance” OR “reinforc”) OR AB (Barrier OR inhibitor OR obstacle
OR hinder OR challeng OR limit OR impediment OR difficult OR Enabl OR facilitat
OR implement OR engag OR catalyst OR sustainab OR predict OR “translation”
OR “diffusion” OR “dissemination” OR “de-adoption” OR “discontinuance”
OR “reinforc”)
Search modes – Boolean/Phrase 5,788,827
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and they therefore endeavoured to reduce interpretative bias
via in-depth discussions throughout the analytical process.
Quality
All articles that met eligibility criteria were assessed for
quality. Studies were assigned a grade 1–4 (1¼ Very poor;
4¼Good) using the 9-item tool devised by Hawker, Payne,
Kerr, Hardey, and Powell (2002). Two rounds of reviewing
took place with each article reviewed independently by two
researchers. This ensured rigour of grade assignment and
allowed for an assessment of the inter-rater reliability of the
grading scheme. Disagreement between authors was resolved
by consensus. Only three studies had very few methodo-
logical limitations (Ingvarsdotter, Persson, Hj€arthag, &
€Ostman, 2016; Sherman & Fischer, 2012; Whitley,
Gingerich, Lutz, & Mueser, 2009). The absence of informa-
tion regarding sampling (Coulthard, Patel, Brizzolara,
Morriss, & Watson, 2013; Hackethal et al., 2013; Poole,
Smith, & Simpson, 2015), data analysis and ethical proce-
dures (Coulthard et al., 2013; Hackethal et al., 2013;
Petrakis, Bloom, & Oxley, 2014; Poole et al., 2015; Sherman
et al., 2009; Sherman & Fischer, 2012) resulted in the
remaining studies receiving a lower quality assessment grade
(Table 2).
Findings
Characteristics of the included studies
Two of the psychoeducation programmes described focused
on both family members and service users (Hackethal et al.,
2013; Ingvarsdotter et al., 2016), three concentrated on ser-
vice-users only (Coulthard et al., 2013; Poole et al., 2015;
Whitley et al., 2009) and three programmes centered on
family members only (Petrakis et al., 2014; Sherman et al.,
2009; Sherman & Fischer, 2012). The psychoeducation pro-
grammes were developed for those affected by a diagnosis
of bipolar (Coulthard et al., 2013; Poole et al., 2015), schizo-
phrenia (Hackethal et al., 2013), first episode of psychosis
(n¼ 1) (Petrakis et al., 2014), “serious mental illness”
(Ingvarsdotter et al., 2016; Sherman & Fischer., 2012;
Whitley et al., 2009) and major depressive disorder, bipolar
and/or PTSD (Sherman et al., 2009). The psychoeducation
programmes were predominantly facilitated by clinicians
(n¼ 4), with one programme being co-facilitated by clini-
cians and service user peers (Coulthard et al., 2013). Three
articles provided no information on who facilitated the pro-
gramme (Hackethal et al., 2013; Sherman et al., 2009;
Whitley et al., 2009).
Six of the eight included studies employed qualitative
methods (Hackethal et al., 2013; Ingvarsdotter et al., 2016;
Poole et al., 2015; Sherman et al., 2009; Sherman & Fischer,














Addional records idenfied through 
other sources 
(n = 37) 
Total records (n =9132) 
Records screened aer duplicates 
removed  
(n =9129)











ty Reason for full-text 
arcles excluded 
 (n =152) 
109 –No evidence about barriers 
enablers to implementation. 
16 –Intervention not meeting 
inclusion criteria of group 
intervention 
11 – Not in English language 
4 –Relection paper only  
6 – Abstract only  
5 – Setting/design/population 
not meeting inclusion criteria  
1-Dublicate Studies included  
(n =8)
Records excluded 
(n = 8969) 
Figure 1. PRISMA flow diagram.




































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































6 A. HIGGINS ET AL.
2012; Whitley et al., 2009), one of the studies utilised quan-
titative methods (Sherman et al., 2009) and one used mixed
methods (Coulthard et al., 2013). Data on barriers and ena-
blers were elicited from clinical facilitators/programme
leader (Coulthard et al., 2013; Ingvarsdotter et al., 2016;
Sherman & Fischer, 2012; Whitley et al., 2009), peer facilita-
tors (Coulthard et al., 2013), service users (Poole et al.,
2015), family members (Sherman & Fischer, 2012), clinical
and agency directors (Whitley et al., 2009), consultant train-
ers (Whitley et al., 2009) and an audit of patient charts
(Sherman et al., 2009).
The time of data collection also varied; data were col-
lected prior to the intervention (Hackethal et al., 2013;
Sherman & Fischer, 2012), post-intervention (Ingvarsdotter
et al., 2016; Petrakis et al., 2014; Poole et al., 2015; Sherman
et al., 2009; Whitley et al., 2009) and during the interven-
tion (Coulthard et al., 2013; Whitley et al., 2009). The
included studies were conducted in the USA (n¼ 4), United
Kingdom (n¼ 2), Sweden (n¼ 1) and Australia (n¼ 1).
Table 2 presents detailed accounts of the eight studies,
including the results of the quality appraisal.
Themes
This review is based on the final sample of eight articles,
each of which provided empirical evidence on the barriers
and enablers to implementing recovery focused group psy-
choeducation in adult mental health services.
Barriers to implementation
Data analysis identified that barriers to implementation
occurred at all five levels of Chaudoir et al.’s (2013) frame-
work: participant; practitioner; intervention; organisational;
and structural level (See Table 3).
Participant level barriers (service user/family member)
Five papers reported barriers in relation to family members
or service users attending a group psychoeducation inter-
vention (Hackethal et al., 2013; Ingvarsdotter et al., 2016;
Petrakis et al., 2014; Poole et al., 2015; Sherman & Fischer,
2012). Service users reported that their mood negatively
affected their capacity to attend or if attending, the quality
of their participation suffered because of poor motivation
and concentration (Poole et al., 2015). Family informants
described discomfort with group social situations and found
it challenging to reveal and communicate emotions, as well
as to hear about the emotions of others (Petrakis
et al., 2014).
In a paper that discussed a conjoint programme for ser-
vice users and family members, service users reported that
as their familial relationships had deteriorated they did not
have a family member that they could ask to join them in
participation (Ingvarsdotter et al., 2016). Informants (both
family and service user) in Sherman and Fischer’s (2012)
study also focused on familial relationships. Family mem-
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their relative with mental health difficulties was opposed to
it. Consequently, they feared attendance might have a nega-
tive impact on their relationships, including conflict and dis-
ruption of family roles/identities.
In addition to concerns about the impact on family rela-
tionships, service users also worried about confidentiality
should their family member attend a group, fearing
“rumours” outside the group about content disclosed
(Sherman & Fischer, 2012). In two papers (Hackethal et al.,
2013; Sherman & Fischer, 2012), stigma and fear of others
finding out about their own or their family member’s men-
tal health problems appeared to deter participation. A num-
ber of family members in Petrakis et al’s (2014) study were
also of the view that their “experiences are private family
matters” and not for discussion outside of the family. In
Sherman and Fischer’s (2012) study, staff informants also
mentioned that stigma would discourage rural families in
particular from attending, as they perceived these families to
be “less open minded about mental health”.
Competing demands, such as work and family commit-
ments were particular issues for family members, with clash-
ing medical appointments affecting service users’ availability
to attend (Hackethal et al., 2013; Petrakis et al., 2014; Poole
et al., 2015; Sherman & Fischer, 2012).
Provider level barriers
Provider-related barriers included staff attitudes, deficits in
time, support and skills. Staff being uninterested in learning
new practices, as well as being unconvinced of the benefits
and efficacy of illness management or recovery oriented
interventions were identified as a barrier in Whitley et al.’s
(2009) study. Time to implement the intervention was a
barrier in three studies, as large caseloads made existing
schedules busy (Coulthard et al., 2013; Ingvarsdotter et al.,
2016; Sherman & Fischer, 2012) and clinicians were not
always able to fit the intervention into the usual structure of
services (Ingvarsdotter et al., 2016). Clinical informants
reported that negotiating reduced caseloads, asking col-
leagues to cover their workload or allocating tasks to col-
leagues was not an option (Coulthard et al., 2013;
Ingvarsdotter et al., 2016). Consequently, some practitioners
terminated their participation in the intervention (Coulthard
et al., 2013).
Informants in two studies also reported that the signifi-
cant amount of time invested was not proportional to the
impact (Whitley et al., 2009; Ingvarsdotter et al., 2016), as
only a small number of family members could attend a
group (Ingvarsdotter et al., 2016). In three studies, deficits
in skills and training hindered implementation (Coulthard
et al., 2013; Ingvarsdotter et al., 2016; Sherman & Fischer,
2012), with providers requesting further training (Coulthard
et al., 2013) and ongoing support for the duration of the
intervention (Sherman & Fischer, 2012).
Peer providers identified barriers related to support and
financial reimbursement. In Coulthard et al.’s (2013) study,
the peer facilitators felt unsupported and isolated because of
their dual identity as patient and staff member. They also
reported feeling particularly unsupported and vulnerable
during times of ill health and during the training process.





 Concerns about confidentiality
 Stigma
 Competing demands
Service user and family members
 Format of intervention that provided opportunity to share
experiences, learn from each other and engage socially
Family member





 Challenges negotiating workload
 Skills deficits
 Lack of support
 Perception of benefit to attendees
 Positive attitudes to developing expertise in recovery oriented
and consumer oriented approaches




 Lack of support
Intervention  Content not tailored to needs of group
 Pressures from group format
 Style and skill of facilitators
 Programme guidelines too restrictive
 Recruitment approach
 Timing & Location impacting on accessibility
 Content of programme
 Written handouts
 Delivery in spaces within the community
 Recruitment through ongoing engagement
Organisation  Leadership deficits across the mental health system state/
service/centre/programme level
 Planning deficits
 Managerial support deficits
 Resource deficits (securing long terms funding and venue)
 Resistance within organisation
 Leadership across the mental health system state/service/centre/
programme level) that championed the intervention
 Strong culture of innovation
 Allocation of extra personnel
 Managerial support
 Clear communication between stakeholders
Structural  Cost and reliability of public transport
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In addition, peer facilitators had concerns that payments for
facilitating would have a detrimental impact on their social
security payments, with some reporting experiencing delays
in receiving payments (Coulthard et al., 2013).
Intervention level barriers
Five papers reported barriers in relation to the intervention
(Hackethal et al., 2013; Ingvarsdotter et al., 2016; Petrakis
et al., 2014; Poole et al., 2015; Sherman & Fischer, 2012).
The lack of content specifically tailored to participants’ ages,
diagnoses and cultures attracted concern (Hackethal et al.,
2013; Ingvarsdotter et al., 2016; Petrakis et al., 2014), with
some informants perceiving the content as too generic
(Ingvarsdotter et al., 2016; Petrakis et al., 2014) or the dif-
ferences in the age profile of the group attendees as a bar-
rier (Poole et al., 2015).
Other issues that affected acceptability were the style and
skill of the facilitator (Ingvarsdotter et al., 2016; Poole et al.,
2015). Specifically identified as problematic was the facilita-
tors’ management of time, content and group dynamics.
Digression from discussion foci, absence of equal participa-
tion from all group members and unimpeded group con-
flicts were among the frustrations identified (Poole et al.,
2015). In addition, service users reported that at times they
felt patronized, “talked at”, disempowered and/or under
pressure to contribute, especially when facilitators directed
questions to individuals (Poole et al., 2015). Other service
users reported feeling intimidated and pressurised by the
group format itself, with the personality and behavioural
traits of group members inducing discomfort (Poole
et al., 2015).
Four papers identified accessibility to the intervention as
a barrier to attendance and retention (Hackethal et al., 2013;
Petrakis et al., 2014; Poole et al., 2015; Sherman & Fischer,
2012). In three studies, the timing of sessions acted as a bar-
rier to attendance (Hackethal et al., 2013; Petrakis et al.,
2014; Poole et al., 2015). The risk of encountering dangers
at night discouraged some participants from venturing out
to an evening session (Hackethal et al., 2013), with inform-
ants split in their preferences for morning or afternoon/
evening sessions (Petrakis et al., 2014; Poole et al., 2015).
The location of sessions was problematic in three studies
(Petrakis et al., 2014; Poole et al., 2015; Sherman & Fischer,
2012). Although the exact problem was not explicit in
Petrakis et al.’s (2014) study, in both Poole et al.’s (2015)
and Sherman and Fischer’s (2012) studies the issue was
travel distance. In addition, service users in Poole et al.’s
(2015) study deemed a hospital setting as undesirable
because it evoked negative memories.
Only one study reported aspects of the recruitment pro-
cess to be a barrier. In particular, one participant in Poole
et al.’s (2015) paper perceived the invitation letter to be
intimidating, too formal in tone and lacking in specifics
about the format of the course. In one paper, clinician facili-
tators reported that the programme guidelines on how to
manage communication and discussions within the group
lacked flexibility. In addition, the guidelines were reported
to be overly restrictive, which affected the clinicians’ accept-
ability of the programme (Ingvarsdotter et al., 2016).
Organisational level barriers
In total, six organisational level barriers were identified: lack
of leadership; planning; managerial support; difficulty locat-
ing space; administrative support; and difficulties with
financial reimbursement. In Whitley et al.’s (2009) study,
leadership deficits across the entire mental health system
was identified as the strongest barrier in the low fidelity
sites. These sites were also characterised as having no his-
tory of innovation which contributed to organisational
inertia.
In Ingvarsdotter et al.’s (2016) study, planning deficits
specifically in relation to integrating the intervention into
the wider system of care, as well as an absence of clarity
around lines of communication and participant recruitment,
meant practitioners were unsure of process and lines of
responsibility. In two papers, a deficit in support from man-
agement was an issue in relation to securing long-term
funding (Coulthard et al., 2013) and in combatting resist-
ance or supporting those who feared change (Ingvarsdotter
et al., 2016). One study also reported difficulties in securing
physical space or space large enough to accommodate a
group (Sherman & Fischer, 2012) and one reported a lack
of administrative support as a barrier (Coulthard
et al., 2013).
Structural level barriers
Structural-level barriers refer to factors in the external socio-
cultural context or community in which a specific organiza-
tion is nested. Three papers cited infrastructure as an issue,
with informants reporting the cost and reliability of public
transport and the limited availability of private transport as
barriers to attendance (Hackethal et al., 2013; Petrakis et al.,
2014; Sherman & Fischer, 2012).
Enablers to implementation
From the analysis, enablers were identified at four levels of
Chaudoir et al.’s (2013) framework: participant; provider;
intervention; and organisational level (see Table 3).
Participant level enablers (service user/family)
Individuals’ acceptability of the group format assisted imple-
mentation (Ingvarsdotter et al., 2016; Poole et al., 2015). For
example, some family members and service users cited the
opportunity to share experiences and learn with and from
other group members as particularly valuable, appealing and
therapeutic. In addition, the opportunity to engage socially
with others enhanced acceptability for some participants.
Provider level enablers
Staff who were committed to service users’ wellbeing and
recovery, eager to learn new ways of working and/or had a
positive attitude towards recovery and service user centred
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interventions were identified as enablers (Whitley et al.,
2009). Another enabler that was identified, included the
presence of a peer facilitator, which reduced anxiety
amongst participants and assisted in creating a friendly and
comfortable atmosphere (Coulthard et al., 2013).
Facilitators’ style and skill was also addressed. Facilitators
who created a relaxed and informal environment, answered
attendees’ questions, listened to and valued their point of
view and made them feel accepted, were found to enhance
acceptability (Poole et al., 2015).
Intervention level enablers
Five papers (Coulthard et al., 2013; Hackethal et al., 2013;
Ingvarsdotter et al., 2016; Petrakis et al., 2014; Poole et al.,
2015) discussed enablers related to the content, delivery and
format of the intervention. Informants in each of these five
studies described components, which they perceived facili-
tated acceptability of the intervention. The creation of
friendly, sociable spaces (Hackethal et al., 2013; Poole et al.,
2015) that were centrally located in community venues were
deemed helpful (Poole et al., 2015). Informants cited content
that was clear, succinct and relevant as key factors in the suc-
cessful implementation of programmes (Hackethal et al.,
2013; Petrakis et al., 2014; Poole et al., 2015). Participants in
Poole et al.’s (2015) study specifically commented positively
on the availability of written handouts, the use of mood dia-
ries and the provision of information on medication in preg-
nancy and contact information for crisis support services.
In relation to recruitment of service user/family member
participants, informants in three studies noted that success-
ful recruitment was dependent upon ongoing engagement
with the person to build rapport and trust and incremen-
tally work on their motivation to attend (Hackethal et al.,
2013; Ingvarsdotter et al., 2016; Sherman et al., 2009). In
Sherman et al.’s (2009) study, clinicians invested significant
time in educating service users and family members about
the intervention. During the first engagement session, ser-
vice users received information about the intervention,
including information on confidentiality. Using a pro-
gramme checklist, the clinician facilitated the person to
express their goals for involvement and using motivational
interviewing, supported them to weigh the advantages and
disadvantages of attending. Sherman et al. (2009) also
reported asking family members about their schedules and
using this information to ensure the programme was
responsive to their needs and schedules.
Three papers highlighted the importance of engaging
continually with clinician providers to secure their involve-
ment (Petrakis et al., 2014; Poole et al., 2015; Sherman
et al., 2009). Strategies used included: the regular hosting of
presentations to inform clinicians about the intervention
(Petrakis et al., 2014; Poole et al., 2015; Sherman et al.,
2009); reviewing charts to identify suitable participants; pro-
viding laminated sheets that explained the referral process;
monitoring weekly trends in referrals; providing opportuni-
ties to problem solve around obstacles; acknowledging clini-
cians who referred the largest number of participants; and
hosting an appreciation luncheon to provide feedback on
progress (Sherman et al., 2009).
Organisational level enablers
Only three papers discussed organisational enablers which
supported implementation (Coulthard et al., 2013; Sherman
et al., 2009; Whitley et al., 2009). Whitley et al. (2009)
reported the centrality of synergistic leadership across men-
tal health services at state, agency and programme levels, as
“strong leadership at higher levels generally permeated
down to leaders at lower levels” (p. 206). In addition to
leadership, a culture of innovation, positive attitudes to new
practices, a history of successful implementation of innova-
tions, as well as the provision of high quality training and
support during the early phase of implementation were
identified as enablers (Whitley et al., 2009).
Two papers highlighted the importance of adequate man-
agerial support, as well as resource allocation (Coulthard
et al., 2013; Sherman et al., 2009). The appointment of an
additional peer facilitator eased anxiety about absences due
to illness. In addition, the appointment of a nurse specialist
provided additional support to practitioner and peer facilita-
tors with the implementation (Coulthard et al., 2013). Clear
communication between key stakeholders, as well as having
strategies in place to share information around challenges
was also cited as an enabler (Coulthard et al., 2013).
Discussion
Every year money is invested around the world in the devel-
opment and evaluation of evidence based health care inter-
ventions, yet only a fraction of these interventions ever get
translated into practice (Chaudoir et al., 2013). The situation
is similar in the area of mental health. Despite the evidence
base to support the efficacy of psychoeducation (Brady
et al., 2017; Sin et al., 2017; Tribe, Sendt, & Tracy, 2019; Xia
et al., 2011; Yesufu-Udechuku et al., 2015; Zhao et al., 2015)
and the numerous policy and guideline recommendations
regarding the importance of psychoeducation (Dixon et al.,
2010; Goodwin & Consensus Group of the British
Association for Psychopharmacology, 2009; NICE, 2014;
SAMHSA, 2001), many service users and family members
still do not have access to such programmes (Eassom et al.,
2014). Gaps in our understanding of the factors that have
an impact on implementation present a significant barrier
to ensuring equity of access. This review begins the process
of filling this gap by synthesizing the evidence from the
admittedly small number of available peer-reviewed studies
on the barriers and enablers to implementation of group
psychoeducation. A number of the influencing factors iden-
tified in this review are similar to barriers and enablers
reported in studies on psychological interventions aimed at
the individual service user/family unit, such as leadership,
staff attitudes, staff skill level, recruitment challenges and
time (Fadden, 1997; Ince et al., 2016; Kuller, Ott, Goisman,
Wainwright, & Rabin, 2010; Magliano, Fiorillo, Malangone,
De Rosa, & Maj, 2006). However, this review also highlights
barriers that are unique to the group context, such as
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participant concerns about stigma and confidentiality,
providers’ ability to manage group dynamics and locate
appropriate accommodation, as well as financial reimburse-
ment and support for peer facilitators.
Many implementation theories and frameworks have
been described in the literature (Berkel, Mauricio,
Schoenfelder, & Sandler, 2011; Chaudoir et al., 2013; Durlak
& DuPre, 2008), yet none of these models or frameworks
were used to underpin the studies referred to in this review.
The absence of a theoretical model or framework to guide
the studies may be an indication of the underdeveloped
state of implementation science in this area. It may also be
due to a belief that “theory is not necessarily better than
common sense for guiding implementation” (Nilsen, 2015).
Irrespective of the reasons, their absence has resulted in a
lack of cohesion in the evidence produced, with many pos-
sible issues left unexplored. Although some of the findings
from our review correspond to Chaudoir et al.’s (2013) five
levels, there are some notable absences that require address-
ing in future studies. Future studies need to address the
impact of wider structural factors (mental health policy, eco-
nomic or social factors) and intervention level factors (clin-
ical guidelines or strength of evidence) on implementation.
In addition, there is a need for studies that explore the
interrelationship between the various factors and levels.
Given the dearth of evidence around strategies to minimize
obstacles and barriers there is also a need for studies that
explore strategies to enhance implementation.
While there is some consistency in the enablers and barriers,
the small sample sizes, the convenience nature of the sampling,
the diverse range of settings internationally and the fact that
some of the factors were only reported in one or two studies,
limits the generalisability of the findings beyond the context of
the studies included. In addition, the heterogeneity among the
target audience for the intervention (service users/family) as
well as combining peer or professionally led interventions may
have obscured subtle differences between groups, which may be
critical in moving the field forward. In addition, many of the
studies relied on subjective, self-report measures, with the
majority of studies collecting data prior to or immediately post
intervention. Thus, future studies need to address factors affect-
ing long-term sustainability.
Although the authors searched a number of databases,
undertook the review systematically and ensured that the
three reviewers conducted the screening, quality appraisal,
data extraction and data analysis independently, the review
has a number of other limitations that need consideration.
Only studies published in the English language in peer-
reviewed journals were included, potentially introducing
publication bias. As the review was designed to include all
relevant research in order to provide a broad evidence base
on the barriers and enablers, the quality appraisal under-
taken was not used to exclude studies. Thus, studies that
had lower ratings on quality were included.
Conclusion
Implementing evidence-based group psychoeducation inter-
ventions is a complex process as a broad range of factors
across multiple levels affect implementation outcomes.
While there is some degree of variability in relation to the
factors identified within this review, the findings provide
preliminary information to practitioners, managers, policy
makers and researchers involved in the design, implementa-
tion and evaluation of group psychoeducation programmes.
However, there is a need for more robust larger-scale stud-
ies into factors impacting implementation and sustainability
that are informed by implementation theories and studies
that address the potential impact of different models of
intervention, as well as the target audience. In addition to
studies into implementation processes and outcomes, there
is a need for studies that explore the interrelationships
between the various levels of enablers and barriers identi-
fied. Without this form of evidence, it is unlikely that inter-
ventions like group psychoeducation will be added and
embedded as a treatment option across all mental health
services.
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